To the Editor:

The emerging epidemiological data underscore the global impact of the coronavirus disease 2019 (COVID-19) pandemic. Since the first case was reported in December 2019, in Wuhan, China, the subsequent 4 months have seen the virus spread to every continent. In tandem with increasing infection rates, the mortality associated with the infection continues to rise, with over 90,000 deaths reported worldwide with most authorities recognizing that this does not reflect the actual level of infection or mortality.^[@bib1]^ Research towards a vaccine and effective antiviral therapy is underway with much of the effort in the Western world being targeted towards manufacture of mechanical ventilators to ensure timely treatment of COVID-19 patients.^[@bib2]^

The pandemic has, in addition, at least had significant short- to medium-term effects upon social activities, education, and the economy, although positive environmental effects have been noted.^[@bib3]^ The initial and on-going media focus has predominantly and rightly focused upon tracking the spread of the virus, its associated health indices, and the ensuing economic downturn.^[@bib4]^

With the focus continuing to be centered upon COVID-19 as a health emergency, sparse attention is currently being paid to the inevitable effects upon management of other diseases during this time. The rapidity of viral spread has forced a speedy redistribution of resources in almost all health care systems around the world with priority being centered on ensuring intensive care unit (ICU) capacity, which in some instances has meant that operating rooms are being used as additional ICU beds meaning that anesthetic staff are being deployed to care for these patients.

As a result, surgical services have reduced their workload with most elective surgery being postponed. The 4 surgical Royal Colleges of the United Kingdom and Ireland have released a joint consensus statement providing guidance for emergency general surgery, but the same has not been published for cancer surgery.^[@bib5]^ A negative effect can be anticipated for patients with almost all cancers but particularly pancreatic cancer because most of these patients will require preoperative anesthetic input and require ICU stay postoperatively. Several studies have demonstrated the adverse impact of delay to surgery in patients with pancreatic cancer.^[@bib6]^ Sanjeevi et al^[@bib7]^ demonstrated that a waiting time from diagnostic imaging to surgery of more than 32 days doubles the rate of irresectability in patients with pancreatic ductal adenocarcinoma. Moreover, emerging data from the "fast track" pancreatic surgery pathway suggests that this rapid assessment process increases rates of curative resection.^[@bib8]^

As a result of the COVID-19 pandemic, Kutikov et al^[@bib9]^ have proposed guidelines for triaging patients with various tumors, including pancreatic cancers. The authors suggested that in cancers where treatment delay may increase, the risk of disease progression provision should be made to offer immediate surgical intervention in such patients who are younger than 70 years.^[@bib9]^ Although pancreatic cancer clearly falls into this remit on current forecasts of ICU bed occupancy, there will be an inevitable delay in surgery for patients with operable pancreatic cancer.

Patients with resectable pancreatic cancers awaiting surgery for longer than necessary may be offered chemotherapy as a method of disease control and bridge to surgery despite an evidence base. Extrapolating data for this approach in resectable disease from those patients receiving neoadjuvant chemotherapy for borderline/locally advanced disease should be avoided because they represent different patient and disease cohorts.^[@bib10]^

It can be safely assumed that the incidence of pancreatic cancer will not alter during the COVID-19 pandemic; thus, these patients coupled with those receiving bridging treatment will mean an increased patient cohort awaiting pancreatic resection post COVID-19. Surgical services will need to adapt quickly to this situation to accommodate the number of pancreatic resections needed to be performed.

Currently reported mortality figures are focused upon COVID-19 associated mortality. However, the pandemic will indirectly increase patient mortality from delays in cancer treatment, which may not be immediately apparent. With the COVID-19 pandemic continuing to surge, the effect on cancer patient outcomes with these significant delays may never be fully appreciated.
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